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ABSTRACT

Critics of psychiatry often argue
that psychiatric diagnosis lacks
“objectivity,” particularly when
compared with diagnosis in other
medical specialties. However, when
one examines interrater reliability—
an important component of
objectivity—the kappa values for
several major psychiatric disorders
are generally on a par with those in
other medical specialties.
Nonetheless, in psychiatry as in all
of general medicine, there is an
irreducible element of the
subjective. That is part of the “art”
of medical and psychiatric practice.

INTRODUCTION

You know the scoop on psychiatry
and “objective” data. You have heard
the same critique many times from
the media, certain movie stars, and
even some of our medical
colleagues: Psychiatrists have no
“objective” tests or criteria for
disease; therefore, they cannot
provide objective diagnoses.
Consider this unsettling state of
affairs:

“...there is frequently no one
best doctor and no one best
treatment,” said Dr. John H. Glick
of...the University of
Pennsylvania. When patients
consult him for second opinions
or to transfer their care to his
center, Dr. Glick estimated that he
and his colleagues concur
completely with the original
doctor 1 about 30 percent of
cases. But in another 30 to 40
percent of cases, they recommend
magor changes in the treatment
plan, like a totally
different... [medication]
regimen...Sometimes his team
makes a completely different
diagnosis.™

Sound all too familiar? Well, what
you might not know (since I omitted
a few key words) is that Dr. Glick
was describing his own experience
in the field of cancer treatment—
that good, solid, “objective” science
of oncology. (Dr. Glick is with the
Abramson Cancer Center in
Philadelphia).
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Indeed, the notion that when an
oncologist or a pathologist looks at a
group of cells under the microscope,
he or she is making a purely
objective assessment turns out to be
a gross oversimplification if, by
objective, we mean totally free from
any subjective judgment, bias, or
tendency based on personal
experience. Of course, this is a
procrustean definition of objective. If
applied uniformly throughout the
medical disciplines, it is doubtful any
specialty would survive as an
objective science. On the other hand,
if we employ a more philosophically
grounded definition of objective, we
find that psychiatric diagnosis is
often as objective as that in most
other medical specialties.

SO0 WHAT IS OBJECTIVITY?

As I have pointed out elsewhere,*
the philosopher Amartya Sen
described two essential features of
objectivity: observation dependence
and impersonality.’ The first term

implies that empirical observation is
a central feature of any objective
science. As physicians, we look,
listen, poke, prod, and measure as
part of our daily work. As
psychiatrists, we carry out detailed
mental status exams; perform limited
neurological exams; interview family
members; and order a variety of
ancillary studies. The second term,
mpersonality, implies that in order
for an observation to be objective,
the observer’s conclusions should be
more or less reproducible by other
observers, within the natural limits
of human perception. I believe that
psychiatry meets both of Sen’s
criteria for objectivity,* and that with
respect to interrater reliability we
actually do about as well as most
other medical specialties.

Interrater (or interobserver)
reliability is usually expressed in
terms of a function called kappa.
Essentially, Cohen’s kappa was
designed to estimate the degree of
consensus between two judges after

TABLE 1. Interrater reliability (kappas) for four psychiatric diagnoses and diagnoses from
other medical specialties

PSYCHIATRIC DIAGNOSES™

Major depression

Bipolar disorder

KAPPAS FOR IN-PERSON
INTERVIEWS

Average kappa = 0.83

MEDICAL/NEUROLOGICAL DIAGNOSES

Colorectal adenocarcinoma®

Knee osteroarthritis'

KAPPAS

0.78

0.1

Average kappa = 0.55

NOTE: values above 0.60 indicate substantial interrater reliability
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correcting for the amount of
agreement that could be expected by
chance alone.* Statisticians and
researchers have pointed out several
limitations associated with kappa,’
but most biomedical and behavioral
research continues to use this as a
measure of interobserver agreement.
Basically, the higher the kappa, the
more reliable the observation is
considered. Kappa values from 0.41
to 0.60 are usually considered
moderate, and values above 0.60 are
substantial.” A value of zero on kappa
indicates that two observers did not
agree with each other any more than
would be predicted by chance alone.

With this prologue in mind, how
does psychiatry fare when compared
with interrater reliability in some
other medical specialties? One might
assume, for example, that two
pathologists looking at the same
tissue specimen under the
microscope would have a fairly high
kappa, say greater than 0.60. On the
other hand, everybody knows that if
you put two psychiatrists in a room,
they walk out with three opinions,
right? Well, maybe not.

In one study of interobserver
variability, pathologists were asked
to examine histological specimens of
malignant mesothelioma using
several different techniques.® It
turned out that “...most indexes of
agreement between pathologists
ranged from poor (needle biopsy) to
moderate (necropsy/surgery).” In
fact, agreement regarding material
obtained by needle biopsy had a
median kappa of only 0.21, not much
better than chance. For tissue
obtained at necropsy or surgery, the
agreement was only moderately good,
with a median kappa of 0.57.
Similarly, in a study of cytologic
interpretation of epithelial cells” (i.e.,
were the cells mildly atypical,
markedly atypical, or malignant?), the
kappa for interrater agreement was
only 0.46. This is arguably not a
stellar showing, considering that
cytology is often held up as an
exemplar of objective”science.

How about a medical specialty
more closely related to psychiatry?
How, for example, do our colleagues



There is still a great deal of “art” in our field, and this is nothing for
which we should apologize. To be sure, some of the “data”
psychiatrists evaluate differ from those scrutinized by our colleagues in
pathology or internal medicine...But in the end, all physicians must
make difficult judgments based on imperfect knowledge.

in neurology do, when it comes to
interrater agreement? In one study of
ischemic stroke, 160 cases were
reviewed by three pairs of board-
certified neurologists “with a special
interest in stroke.”™ The kappa was
only “fair to good” in most categories
of ischemic stroke, with a high of 0.70
for oral contraceptive-related stroke
and a low of 0.28 for lacunar infarcts;
the average kappa for all categories
was 0.53—at best, a moderate level of
agreement.

These selective results, to be sure,
represent only a few studies that I
chose as demonstration cases. One
can certainly find higher kappas for
some medical or neurological
disorders. For example, pathological
diagnosis of colorectal cancer appears
to have very robust inter-rater
reliability, with a kappa of 0.78.” But
as a rough generalization, I believe
that interrater reliability is no higher
in many nonpsychiatric medical
specialties than in psychiatry.

FOUR COMMON PSYCHIATRIC
DISORDERS

Consider the intriguing study by
Ruskin and colleagues." Two trained
interviewers each interviewed the
same 30 psychiatric inpatients using
the Structured Clinical Interview for
DSM-III-R. Fifteen subjects had two
in-person interviews, while 15
subjects had one in-person and one
telecommunication
(videoconferencing) interview.
Interrater reliability was calculated for
the four most common diagnoses:
major depression, bipolar disorder,
panic disorder, and alcohol
dependence. For each diagnosis,
interrater reliability was identical or
nearly so for the patients who had
standard, in-person interviews and
those who had an in-person and a

remote interview. But more important
for our purposes, the kappas for the
regular interviews were impressively
high. Indeed, the average kappa for
these four psychiatric diagnoses
(0.83) exceeds that reported (0.78)
for the diagnosis of colorectal cancer.’
As shown in Table 1, the kappa for
these major psychiatric disorders
compares favorably with kappas in
several other medical specialties.® '

To be sure, kappa is not the alpha
and omega of psychiatric diagnosis.
Nor is the foregoing discussion
intended as a ringing endorsement of
the DSM system of categorical
classification. Many critiques have
pointed out deep-seated problems
with the DSM’s diagnostic “pigeon-
holing,” and many reforms, such as a
diagnostic system based on
dimensions of pathology, have been
proposed.™ My point is simply that
flawed as it is psychiatric diagnosis
often yields at least as much
interrater reliability as seen in other
medical specialties. That said, there
are some psychiatric diagnoses , such
as schizoaffective disorder, that
appear to have quite low kappas'®—a
fact that will not surprise many
psychiatrists.

PSYCHIATRIC DIAGNOSIS IN
PERSPECTIVE

Recently, this writer had the
experience of being diagnosed with
laryngoesophageal reflux(LER),
proffered as an explanation for some
chronic throat discomfort. The ear-
nose-throat (ENT) doctor—a highly-
regarded specialist—offered this
diagnosis with great confidence and
prescribed high doses of a proton-
pump inhibitor. The treatment
helped. But upon some further
investigation, I learned that LER is a
rather controversial entity. One

gastroenterologist (I sense there is
some tension between the GI and the
ENT specialists) opined that many
cases of so-called LER can be
explained on the basis of “...voice
abuse, smoking, repetitive throat
clearing, asthma...and postnasal
drip.” The beginnings, perhaps, of
the Myth of LER?

It is also instructive to ask how
much physico-anatomical evidence
supports the “reality” of several
frequently diagnosed medical
conditions, such as fibromyalgia,
chronic fatigue, and restless legs
syndromes, compared with the
neuropathological evidence
supporting the existence of, say,
schizophrenia and bipolar
disorder.'™® After all, if psychiatry,
among all the medical specialties, is
to be singled out for criticism (if not
abuse), it may be relevant to ask if
this antipathy represents, well, “fair”
treatment. Though a review of these
disorders is beyond the scope of this
commentary, my literature search
reveals that in none of these three—
fibromyalgia, chronic fatigue, or
restless legs syndrome—is there any
consistently identified lesion, cellular
pathology, or pathophysiologic
explanation, notwithstanding a
profusion of criteria and
hypotheses.'”*! This fact does not
render these disorders myths. They
have legitimate, if provisional, places
in medical nosology because these
syndromes are associated with
suffering and incapacity in our
patients. And it is suffering and
incapacity, as I have argued
elsewhere,* that compose the
essence of the disease concept.
(Psychiatrists may be ruefully
amused at this observation by my
neurologist colleague, John
Winkelman, MD, on restless legs
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syndrome: “Critics do not regard RLS
as a disorder at all, but, rather, as the
fabrication of an omnivorous
pharmaceutical industry.”

CONCLUSION

I believe there is as much
objective science in psychiatry as
there is in most other medical
specialties, which is to say an
impressive but not overwhelming
amount. This acknowledgment does
not disparage psychiatry or the other
medical specialties. It simply affirms
what most good physicians know
from long, hard experience: There is
still a great deal of “art” in our field,
and this is nothing for which we
should apologize. To be sure, some of
the “data” psychiatrists evaluate
differ from those scrutinized by our
colleagues in pathology or internal
medicine; thought processes, after
all, are not leukocytes. But in the
end, all physicians must make
difficult judgments based on
imperfect knowledge. Objectivity in
medicine, vital though it is, is merely
a means to an end: the relief of
human suffering and the promotion
of wellbeing,.
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